Introduction
The purpose of this article is to show how it is possible to overcome, with perseverance, the rather disturbing prospect of tracing the natural family of an illegitimate patient who has been found to have a serious hereditary disease.
'Life is infinitely stranger than anything which the mind of Man could invent. We could not dare to conceive the things which are really mere commonplaces of existence. If we could fly out of that window hand in hand, hover over this great city, gently remove the roofs and peep in at the queer things which are going on; the strange coincidences, the plannings, the cross-purposes, the wonderful chains of events, working through generations, and leading to the most outre results, it would make all fiction with its conventionalities and foreseen conclusions most stale and unprofitable.' Sherlock Holmes. In: A Case of Identity by Sir Arthur Conan Doyle.
Ever since working with a surgeon whose team managed to trace and treat the members of a large family in which existed the gene of familial polyposis coli, I have looked forward with some relish to 'discovering' a patient of my own in whose case I could involve myself in the fascinating study of genealogy.
Such a patient recently presented in the Outpatient Clinic, was diagnosed and treated, but whose family had not yet been traced. Total colectomy had been performed some months previously and histological examination of the specimen had indicated that no carcinomatous change had taken place. My immediate elation at the prospect of tracing this patient's family was short-lived when I was appalled to discover that the patient was born illegitimate and was adopted with no knowledge of either parent! The disease of familial polyposis coli is transmitted as an autosomal dominant gene which means that a person with the disease has a 50 % chance of communicating it to each child. The This latter was an exceedingly common name and did not make the obviously difficult task any easier.
Despite vigorous attempts, my consultant was unable to get any information about the patient's family because of two serious obstacles.
(1) The adoptive father of the patient was dead and his adoptive mother was rather disinclined to discuss anything concerning his true parents.
(2) The Magistrate's Court was unable to find any relevant entries in the Adoption Register and indicated that, in any case, it was not permitted to divulge any information under Section 20 (5) of the Adoption Act of 1958, which would link an entry in the Adopted Children Register and the corresponding entry in the Birth Register. An exception to this could be made only under an order of a court of competent jurisdiction.
A formidable task indeed now presented itself, should I decide to take up the challenge of tracing the true family. I discussed the situation fully with our patient, Roger H., who was most eager to give as much assistance as was possible. In a not too optimistic frame of mind, I decided to tackle the problem.
The first essential was to trace Roger's adoption papers and as I knew that his adoptive mother was not happy to discuss his adoption with anyone, I decided to write her a very forthright letter. Roger's natural mother and father, the place of his birth, the occupation of his father, the maiden name of his mother and the address of his mother at the time of his birth. I sent a copy of this Certificate to St Mark's Hospital and to my pleasant surprise a few days later, I received a letter from them, together with the family tree of the K. family. K. was the maiden name of Roger's mother and the information we had between us indicated that the Christine Daisy Lily B. that I had found was the Christine B. on the family tree of the K. family in the St Mark's register. Christine B. had four siblings, two of whom, Joan G. and Georgina W., had both had colectomies for the disease and each had also produced at that stage one affected child. The mother of Christine B. was Daisy K. who had died of carcinoma of the rectum in 1937 at the age of 43. The siblings of Christine B. had lost touch with her, having last seen her in 1949.
It was now apparent that St Mark's had 'beaten me to the gun' in the tracing of the two generations previous to that of my patient. My immediate task was, therefore, to try to trace the siblings, if any, of Roger H. and their children.
I contacted the occupant of the house that was given as the address of Roger's mother at the time of his birth. The occupant had fortunately lived in the house since before the war, but had been away most of the time during the war in the Navy. His house had been used by refugees during this period I telephoned the Medical Officer who was immediately to arrange for a specialist to carry out the appropriate investigations. I was now left with Daphne B. alone to make direct contact.
I had, a short time before, received a copy of the Death Certificate of Christine B., the cause of death being given as carcinomatosis due to carcinoma of the ovary. This was strange, as when she died at the age of 41, I would have expected the colonic or rectal carcinoma to have developed. I discovered from the patient's old notes which had been kept at St Mary's Hospital, Eastbourne, since her death in 1957, that she had been subjected to a laparotomy 8 months before her death, when a cystic tumour was found to be affecting the right ovary. A total hysterectomy and bilateral salpingo-oophorectomy had been carried out. The histology report indicated that the tumour was an adenocarcinoma. Five months later, the patient was found to have an enlarged liver and she died 3 months from then. No postmortem was carried out. I contacted the Surgeon who performed the laparotomy and he could remember no evidence of bowel pathology. There was no record of the patient having had a sigmoidoscopy or barium enema. The possibility of a Kruckenberg tumour from an unsuspected colonic tumour had to be considered and I asked the Pathologist to review the slides and perhaps cut fresh sections from a block of tissue if one had been kept.
My next information came from the Coroner's Officer of the Reigate Police, who sent me a copy of the postmortem report concerning Robert B. He had died as a result of multiple injuries, but there was no mention of familial polyposis coli. I telephoned the Pathologist who confirmed that unfortunately in retrospect, the colon had not been opened during the postmortem and, therefore, the presence or absence of the disease was not known.
About 1 week after I obtained the address in Scotland of Michael B., I received a letter from the Naval Attache of the South African Embassy in London, which confirmed the South African address of Daphne B. and the fact that she was married to the Petty Officer in the Navy whose name I had been given. This letter also contained the address of the Senior Staff Officer, Naval Medical Services in Simonstown18 and I wrote to him with the details of Daphne B. Two days later, a letter from him, having crossed mine in the post, arrived indicating that Daphne B.'s husband had taken this officer my letter. He correctly assumed that the disease I had mentioned in my letter to Daphne B. was familial polyposis coli and he requested information I had sent him 2 days earlier.
Three weeks later, a letter from a Consultant Surgeon in Ellesmere Port19 indicated that John B. had been thoroughly investigated and was free from the disease. 
